Objective: To analyze the medical practices and the end-of-life care provided to children admitted to pediatric intensive care units in different parts of the globe.
Introduction
The second half of the twentieth century saw enormous medical advances, resulting in an increase in life expectancy, but also bringing new ethical, moral and economic issues, in consequence of exaggerated use of technological resources with terminal patients. 1 The technological advances in medicine have made it possible to save the lives of critically ill patients as long as there is some chance of reversibility. Nevertheless, for those patients with no possibility of recovery, the use of curative measures, in addition to being expensive with no benefit, end up causing only pain and suffering. In such cases, by prolonging life, medical technology makes the process of dying slow and painful. The major challenge is to define which patients will benefit from full technological support. In other words, to distinguish between those whose conditions are potentially curable, from those for whom, due to the irreversibility of their course, therapeutic measures are useless, classifiable as futile. 2 This identification of irreversibility is particularly difficult with children. Since pediatric intensive care unit (PICU) mortality rates in oscillates between 5 and 15%, there is every expectation that the great majority of children admitted will be cured. Therefore, the dominant attitude within the medical team, irrespective of the severity of the case, is to adopt measures aimed at saving life. To determine terminal status in these situations requires a certain amount of time, to establish with absolute confidence that a child is in an irrecoverable situation. 3 In intensive care units (ICU), the moment of death, in many cases, is determined by the decision to limit the support that is keeping the patient alive. Life support limitation (LSL) can be defined as the process by which the physician either does not provide or withdraws treatments that will not alter the final outcome, but are just prolonging the process of death. [4] [5] [6] The worldwide incidence of LSL is variable and multifactor, and has exhibited a dramatic increase over the last 15 years. 7 Several different studies have demonstrated that, currently, more patients in ICU die from LSL than after a failed cardiopulmonary resuscitation (CPR). Among adults, the incidence of LSL varies from 40 to 90%, with the frequency in PICUs being lower.
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Life support limitation in pediatric practice
It is estimated that approximately 6 million children die every year worldwide, and many of these will die in a PICU. In
Western culture, the death of children results in an extremely painful process of mourning. It is, however, intriguing that this is very little studied or discussed by a large portion of intensive care pediatricians. 9 At least two interlinked factors contribute to the fact that research publications into death in PICUs should be so few in number: the low mortality in PICUs (around 10%) and the high expectation of a cure. The large potential for cure means that the medical team and the family will only concern themselves with the quality of death once all possibilities for recovery have run out. 10 It could, therefore, be stated that definition of irreversibility in children is a more complex process and one which demands more time.
The maxim that a child "is not just a small adult" is not only applicable to pharmacology or medical pathophysiology; it is also true with relation to end-of-life care. Children's relationships with their families and their psychological and spiritual requirements differ from those of adults, and this has an influence at the moment of death. The first studies of LSL in children were carried out with very low birth weight infants. It was only at the beginning of the 1990s that the first studies into end of life in PICUs were published in the USA, 5, 11 reporting that more than 30% of deaths were preceded by some form of LSL.
This concern with defining the limits of investment in pediatric patients has become ever greater worldwide during the last decade. Currently, the incidence of LSL in PICUs varies from 30 to 80%, depending on the region assessed. 1, 8, 12, 13 
Variations between countries in life support limitation
There are significant differences between countries in terms of intensive care unit end-of-life practices. These differences have been well documented in international retrospective and prospective studies involving adults children and newborn infants.
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Differences between countries
Several different studies [14] [15] [16] [17] [18] [19] have demonstrated marked differences not just between different regions on the planet, but also within each country, even in the same city. 20, 21 These differences exist in all phases of the LSL decision: from the initial process to its conclusions, ending with the withdrawal or withholding of life support treatment.
With relation to decision making, the principal difference between countries is in the degree of involvement of the patient and/or their family in the decision-making process.
The question of who should be responsible for this decision-making is difficult to answer. In a PICU the patient is incapable of participating in the decision, and the degree of participation of the family, the medical team and the legal system in this process is highly variable around the world. 17, 20 The American Academy of Pediatrics has published guidelines on this theme, defining the responsibility for taking this decision for the child as lying with the family. [22] [23] [24] this attitude is fundamentally based on the concept of autonomy, which is an important principle of medical ethics and one of the pillars of United States society. 25 some studies S110 This large inequality between countries can be explained by cultural and religious differences that influence medical practices in different regions, but also by features specific to each medical team, including their academic training and the characteristics of the institution where they work, in addition to economic factors. 20, 28 The way in which end-of-life decisions are taken also varies from one ICU to another. One study in the United States showed that, after the helpdesk and decision, withdrawal of support immediately applied. The interval between decision and action taken is 30 minutes, which is much lower than interval described in European countries, which is 2 days. 17, 18, 20 The reason for this may be the way in which the decision is taken. In the USA, when a decision is taken to suspend treatment, the doctors immediately take this action in the presence of the family. In contrast, in a European ICU, the decision is essentially taken by the medical team, and so time is needed to communicate and discuss with the family and prepare them.
Reasons for the different end-of-life practices in different countries
Despite being easily identifiable, the differences in end-of-life practices between different countries are hard to explain. Cultural and religious philosophical and legal diversity in addition to the attitudes of health professionals themselves may all be involved.
Cultural influences
In the USA and Canada, medical practices are founded on the autonomy of the patient or their family, and this is profoundly rooted in their culture. 25 
Ethnic influences
Undoubtedly, culture is not static, and, even in well defined ethnic groups there may be significant differences depending on country of residence, sex, age, education, social circumstances, generation and assimilation of a host country's culture. 5, 18 Stereotypes and generalizations are almost always wrong. For example, significant differences can be observed in the style of end-of-life decisions between Japanese living in Japan, Japanese living in California but speaking only Japanese ("partially westernized Japanese")
and Japanese who speak English ("westernized Japanese").
It is interesting to note that the degree of assimilation into the 
LSL in South America
There have been few studies in South America with strong methodology that have studied LSL practices in PICUs. Continuation of treatment considered futile can be, depending on the situation, considered medical malpractice. Detailed descriptions of these definitions and practices on medical records are both an ethical and legal imperative, but, above all, they permit a full understanding by all those involved cleaner.
Doubts of a legal nature
In the Brazilian medical scenario, LSL generated a certain reluctance of a legal nature, which has now become unjustifiable with the publication of a resolution by the Federal Medical Council (Conselho Federal de Medicina). 37 in the considerations of this resolution, it is pointed out that it fulfills the first article, subsection III, of the Federal Constitution ("to defend the principle of the dignity of the human being as one of the fundamental principles of the Federative Republic of Brazil") and the 5th article, subsection III ("nobody shall be subjected to torture nor to inhuman or degrading treatment"). Additionally, the resolution states that it is the physician's responsibility to diagnose the patient as suffering from an illness in the terminal phase. Based on these assumptions, it defines that:
Art. 
Art. 3 This resolution comes into force on the day it is
published, revoking any contrary provisions.
End-of-life care protocols
Once Improvements in the quality of end-of-life care assessed according to patient perspectives and priorities. Some studies have been published on this topic, but the literature remains scarce. [38] [39] [40] Once the process has been defined as irreversible, 
Identification of end-of-life goals
Once consensus on the irreversibility of the process has been arrived at between the medical team and the family, a clear and open discussion is initiated on the medical care desired and goals for the rest of life.
It is important to recognize that, as death grows closer, the majority of patients share the same goals: maximum time with family and friends, avoiding unnecessary hospital admissions and procedures, maintaining functionality and minimizing pain.
For children in hospital, it is of fundamental importance to offer an environment of privacy, which allows permanent contact with families and is far from the agitation that prevails in the majority of our PICUs and emergency rooms. At this S114 
Developing a treatment plan
Based on diagnosis, progress, prognosis and type of immediate complications, the physician should clearly and objectively define what are the palliative priorities to be adopted. It is to be expected that the physician will record on the medical record recommendations considered scientifically appropriate and which, from a humanitarian point of view, are fair, and, from a moral and ethical standpoint, allow a dignified end of life.
If we imagine the example of a patient with widespread cancer, refractory to treatment and with cerebral metastases who is being treated in a hospital PICU, receiving analgesia and IV fluids. The medical record should clearly state that, in the event of apnea, the medical team, in agreement with the family, has decided not to initiate mechanical ventilation. It is unreasonable that these last moments be replete with suffering on the part of the child or their family. Therefore, it is expected that the treating doctor records, also in a clear manner, the conduct that will be adopted (for example, "in the event of respiratory difficulty, increase her infusion, aiming to increase sedation and exclude sensations of dyspnea").
Situations in which consensus cannot be reached
In certain situations conflict occurs between the medical team and the family, the relationship of confidence is broken and positions become radicalized (family autonomy vs.
medical autonomy!). In these cases it is recommended that a disinterested mediator be brought in, who has experience and can count on the respect of both "sides". The head of the PICU or the head of the service or department or, even, the Ethics Commission could conduct this conciliation process.
In the majority of cases what occurs is not a loss of confidence, but a failure of communication during one of the previous stages. As tension is reduced, the capacity returns to center discussions on practical aspects that prioritize the best care for that child with an irreversible disease. Happily, cases that require judicial rulings are rare in our country.
Knowledge of the philosophical principles alone, or the application of universal norms in isolation do not guarantee that ethical decisions in PICUs will be taken adequately. The correct decision is the fruit of a process that must take into account the social and cultural context within which it is taken. It is up to the pediatric intensive care specialist to encourage and guarantee that all those involved will participate in this complex decision-making process, aiming to offer the best end-of-life care possible to their patients.
